Destructions of vertebral body due to various medical situations including acute fracture, tumor, post-traumatic deformity and infection lead to progressive destruction of vertebral body, kyphotic deformities and further neurological defecits. Titanium mesh cages (TMCs) with cancellous autograft bone after corpectomy of the thoracolumbar spine provide immediate structural support to the anterior column. The aim of this study was to evaluate the radiological, neurological and clinical outcomes of the patients with the TMCs-bone graft composite after thoracolumbar corpectomy. Sixteen patients underwent reconstruction using titanium mesh cages in thoracolumbar corpectomy between July 2000 and February 2005. The radiological and clinical course was documented over a mean follow-up duration of 28.2 months. The degree of kyphosis, construct height and the subsidence of the cage in relation to the vertebral endplates were measured preoperatively, early postoperatively, and at the latest follow-up. The mean kyphotic angle of 3.9 o before surgery was reduced to −2.6 o immediately after surgery, and at the last follow-up to be 3.4 o . There was a significant difference between the preoperative versus postoperative kyphotic angle (p=0.003). The mean construct height of the involved vertebrae before surgery was 41.6 mm and the mean construct height immediate after surgery and at follow-up were 47.9 and 41.5 mm, respectively. There was a significant difference between the preoperative versus postoperative construct height (p＜0.0001). But there was no significant difference between the preoperative versus follow-up in kyphotic angle and construct height. The mean subsidence was 5.7 mm. However, there was no case of severe collapse or significant recurrence of deformity. In no patients, significant neurological deterioration was detected after surgery, and neither with major complications. This study demonstrated that TMCs after thoracolumbar corpectomy is a successful adjunct for anterior vertebral column reconstruction. In our cases, TMCs with anterior instrumentation allows a good structural support and maintain spinal alignment.
Introduction
Destructions of vertebral body due to various medical situations including acute fracture, tumor, post-traumatic deformity and infection lead to progressive destruc-tion of vertebral body, kyphotic deformities and further neurological deficits. [1] [2] [3] [4] [5] Anterior approach provides a more direct and complete decompression of the spinal canal, potentially allowing a better neurological outcome. 6 So surgical corpectomy of the compromised anterior column requires reconstruction.
Titanium mesh cages (TMCs) have been used widely for the reconstruction of anterior column. The primary function of TMCs is to provide structural support to the anterior spinal column, which is known to transmit 80% of the axial load applied to the spine. 7 Also TMCs have the potential advantages to support the restoration of anterior column stability after corpectomy in the thoracolumbar spine. Multiple cages with varying diameters and heights are available and can be filled with all autogenous graft (if available) which also enable to maintain osteoinductivity and osteoconductivity. 8 The purpose of this study is to evaluate the radiologic stability of TMCs when used for corpectomy reconstruction of thoracolumbar spine and to review the clinical and neurological outcomes. Additional stabilization devices were used in 14 patients: anterior double screw and rods system (n=2), a single screw and rod system (n=11), and anterior plate alone (n=1). In two cases of acute fractures, no anterior stabilization device was used initially. However, subsequent posterior stabilization was necessary in two patients of acute burst fracture because of delayed kyphotic angulation.
Methods

1) Surgical technique
2) Radiologic evaluation
Kyphotic deformity was assessed on lateral radiographs of thoracolumbar spine using the Cobb method.
Cobb angle was measured between the superior endplate of upper level vertebra to the corpectomy and the inferior endplate of lower level vertebra to the corpectomy ( Fig. 1 ). 9 Kyphotic angle was measured preoperative, early postoperative and at the latest follow-up.
The average correction in degrees and the loss of correction were calculated accordingly.
We checked the construct height of involved vertebrae by measuring the distance between the inferior 
4) Statistical analysis
Descriptive statistics (means and standard deviations)
were obtained for quantitative variables and percentages were calculated for categorical variables of interest.
Group comparisons of quantitative data were carried out using Wilcoxon signed rank test for independent samples. A p value of ＜0.05 was considered significant.
Results
Radiologic results
The mean (±standard deviation) preoperative kyphosis was 2.0±15. The cages give resistance to axial compression, lateral flexion and axial rotation, and also have resistance to toggling (translation of vertebra above & below the cage). 15 The additional stability can be achieved with anterior or posterior stabilization device. The distraction forces are resisted by the soft tissue and additional stabilization devices.
This study demonstrates that TMCs was effective at maintaining sagittal alignment over a postoperative period of 28 months. The clinical outcomes were compatible with the published reports using TMCs. 1, 8, 12 The only significant difference between the preoperative ver- be a contraindication to the use of mesh cages. 17 Most of patients were not evaluated for bone density before surgery in our study. Mean subsidence in this study was 5.7 mm (1.6∼10.9 mm), which was somewhat larger than previous studies. However, we did not observe the severe collapse or significant recurrence of deformity.
In our investigation, fusion status was assessed using plain radiographs, according to the grading system advocated by Bridwell et al. 2 We have not closely evaluated radiologic fusion but rather accepted radiologic stability when the clinical results have been acceptable.
Because it is well established that radiologic methods of fusion assessment are not completely reliable and the only accurate method for assessing fusion is surgical 
